ABSTRACT: This paper represents initial analyses of data on self-perceived health conditions and satisfaction with personal health from a representative survey of citizens in 130 countries. The analysis examines the effects of income and age on health perceptions along with the combined effect of cultural norms and income. Three important conclusions can be drawn. First, individual perceptions regarding personal health status are remarkably consistent around the world. Second, the incidence of satisfaction with personal health in the United States is comparable to that in most countries. Third, perceptions of personal health correlate strongly with respondents' income level, both globally and regionally. D u r i n g t h e pa s t t w e n t y y e a r s , the emergence of a global economy has helped make worldwide health conditions a more salient topic in the developed world. Most discussions about world health are now based on country-level data derived from government records. Life expectancy and infant mortality rates are commonly referenced, as is the prevalence of HIV/AIDS and many other statistics. These are critical measures of a country's or region's development, but the picture they offer is in one respect incomplete: They say nothing about the relative impact of health conditions on the quality of individual lives.
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Systematic surveys addressing global health conditions at the individual level are arduous, expensive, and thus hard to come by. Robert Blendon and Cathy Schoen have explored patient satisfaction by comparing data from sick people, health care providers, and policymakers in a half-dozen primarily English-speaking countries. 1 The Gallup World Poll provides a broader reach. It collects data from citizens in more than 130 countries and territories concerning their living conditions, personal well-being, and health. This paper is a preliminary examination of this large data set with respect to two factors deemed to be fundamental differentiators of individual health: income and age. It also examines regional differences in satisfaction with health and selfreported health status.
Study Data And Methods
n Data. Data were collected for this study using two primary methodological designs. A random-digit-dial (RDD) telephone survey design was used in countries where 80 percent or more of the population has landline phones. This situation is typical in the United States, Canada, most of Europe, Japan, Australia, New Zealand, and South Korea. In the developing world and other areas in which telephone penetration falls below 80 percent, interviews were conducted face to face in respondents' homes. These regions include all of Latin America, many post-Communist countries, nearly all of Asia, the Middle East, some portions of Eastern Europe, and Africa. In all cases, an area frame design is used, and the resulting sample represents the entire country, including all rural areas.
n Methods. In all countries the target population was all people age fifteen and older (with the exception of the United States, where only those age eighteen and older were interviewed). Face-to-face interviews were approximately one hour in length; telephone interviews lasted approximately thirty minutes. A standard set of seventy-five questions was used around the world, and all surveys were conducted between July 2005 and November 2006. Results for each country displayed in the exhibits were weighted to match existing population parameters for that country. Regionwide results were then compiled by weighting each country's data by the size of its population above age fifteen. Data were collected by Gallup country offices or Gallup-supervised agencies. 2 A variety of parametric and nonparametric statistical tests were used in this analysis. The large total sample size resulted in alpha levels of less than 0.001 for most differences seen in the exhibits. It is reasonable to assume that any difference of two percentage points or greater is significant, with the exception of comparisons within the U.S. data in the analysis of regional health broken out by income quartiles. 3 
Study Findings
n Regional differences in self-reported health conditions and satisfaction with health. The item used to assess satisfaction with personal health (Exhibit 1) is worded simply as follows: Are you satisfied or dissatisfied with your personal health? The three items addressing self-reported health conditions are as follows: Do you have any health problems that prevent you from doing any of the things people your age can normally do? Did you experience the following feelings during a lot of the day yesterday (pain, depression)? 4 The regional results are remarkable in that satisfaction rates appear similar despite the considerable socioeconomic and cultural gaps between regions. Citizens of relatively undeveloped countries, where, for example, clean water and mosquito D a t a W a t c h w 5 4 6 nets are real priorities, are just as satisfied with their personal health as those in developed countries, where priorities are more likely to include recent medical advances, such as access to the latest blockbuster drug. Gerard Anderson and colleagues have shown that U.S. per capita spending on health care is more than double the median health spending of the rest of the world. 5 Despite this massive difference, the proportions of those who claim satisfaction with their health are all within a few percentage points of each other in nearly every region of the world. Only the people of Eastern Europe and Russia are meaningfully less likely to report satisfaction. The same pattern is evident in responses to the question about health problems that limit respondents' activities, while responses to the questions about pain and depression exhibit even fewer regional disparities.
This study is not designed to reveal why such uniformity persists from region to region. But it seems reasonable to infer that satisfaction is, indeed, in the eye of the beholder. Respondents' judgments regarding their own health are most likely shaped by their expectations of how healthy they think they should be. These expectations are in turn formed by their own experiences and those of their families, friends, and neighbors; they rarely have anything to do with international health benchmarks or the experiences of populations elsewhere in the world.
Expectations may also help explain why populations in Eastern Europe and the former Soviet Union are less likely than others to claim personal health satisfaction. With the collapse of the Soviet Union in the early 1990s, the health care infrastructure in many former Soviet countries virtually fell apart. Today, countries in these regions typically spend a bare 6 percent of their gross domestic product (GDP) on health, and this lack of investment means that many residents struggle to obtain access to even routine health care services. 6 n Effect of age. Given that health declines with age, it is to be expected that re- spondents' satisfaction with their personal health and self-reported health conditions would show that pattern as well. What may be noteworthy is the rate at which satisfaction declines and health problems and pain increase (Exhibit 2). n Effect of income. When the data are divided into household income categories based on international dollars (current exchange rate adjusted for purchasing power parity), it becomes clear that at the level of individual respondents, personal income is strongly related to self-perceived health. As household wealth increases, so, too, does satisfaction with personal health. Conversely, the incidence of health problems that prevent people from doing things that others their age can do, as well as the incidence of having experienced pain and depression the previous day, decreases among those in higher income groups. This effect plateaus somewhat among income levels above $14,000, as satisfaction increases more slowly and the incidence of reported health problems declines more slowly.
Perhaps the most extraordinary feature of these data is their consistency. Higher income is related to more favorable responses to all questions (Exhibit 3). Particularly striking is the twenty-percentage-point gap between the 13 percent in the wealthiest bracket who say that they have health problems that limit them from doing what other people their age can do and the 33 percent in the lowest income bracket who say the same thing.
Of course, there are unresolved confounders among wealth, individual health, and age in these data. People suffering from long-term or disabling health problems are likely to see their incomes decrease because of their reduced ability to engage in income-producing behavior. They are also likely to be older. Additionally, people from lower-income households tend to have less access to health care and are more likely to suffer from serious health problems as a result; the impact of these differences also increases with age. Cultural and regional differences add to the story: For example, the age distribution of African residents is very different from that among Western Europeans. However, as Exhibit 1 demonstrates, such region-specific circumstances may be less important than commonly imagined. n Effect of income within regions. Taking the income-based analysis one step further, we broke each of the regions listed previously into three groups: the quartile with the lowest household income, the 50 percent in the middle, and the quartile with the highest income (Exhibit 4). Within each region, the results mirror the pattern found in the aggregated global data: Those in the poorest quartile of a regional population are least likely to report satisfaction with health and are more likely to report health problems, pain, and depression than those in the middle 50 percent. The wealthiest 25 percent report more favorable results than the middle bracket.
Additionally, in terms of how they view their own health status, it appears that the least affluent residents in each region have more in common with low-income residents of other regions than they do with wealthier people in their own region. The poorest residents of the developed Western world do not appear to feel better off than the poorest in sub-Saharan Africa or Central Asia. Those in the lowest income bracket in the United States earn on average nearly six times as much as those in the middle bracket in sub-Saharan Africa, yet they are much less likely to give favorable responses regarding their personal health.
That is not to say that people around the world who fall into the same income brackets are all equal in terms of their subjective health. Those in the lowest income bracket in Eastern Europe and Russia (40 percent) and Central Asia-North Africa (69 percent) are significantly more likely than those in other regions to say that they have health problems that keep them from doing age-appropriate activities, and there are other differences between regions by income category.
It is worth noting in this regard that overall, subjective health data are by far the least favorable in Eastern Europe and Russia, where only 40 percent of the poorest people are satisfied with their personal health and 50 percent report having health problems that limit the activities they can do. What's more, Eastern Europe and Russia claim the largest gaps between the low-income quartile and the highincome quartile in terms of satisfaction with health (thirty-two percentage points) and reported health problems (twenty-seven percentage points). Although these data do not address reasons for the evident worldwide correlation between income and health, there is no shortage of possible contributing factors. People with higher incomes may live in areas of their country where the economy is strongest; they may live in areas where clean water and nutritious foods are more abundant; and they may have better access to routine and preventive care. 
